The scientific literature about elderly people is already massive, but there have been two important omissions from the research work: the first has been lack of attention to mental and neurological disorders and the consequences of such disorders; the second has been the failure to investigate populations of elderly persons living in the community. Much of the available information has been derived from persons seeking medical or social services: these are not necessarily representative of the elderly population as a whole. Most elderly people do reside in the community:
only 5@1o of those aged 65 or more reside in some type of long-term-care institution, although it is important to note this figure conceals extraordinary biases in colour, sex, and marital status. Most of the day-to-day care of ill and frail elderly people is thus provided not by organised medical, nursing or social services but by friends, relatives and neighbours who are often elderly themselves.
Method

Eastern Baltimore Mental Health Survey
The Eastern Baltimore Mental Health Survey (EBMHS) is attempting to fill some of the gaps in our knowledge about the life circumstances and day-to-day management of elderly people living in the community. It is an epidemio logical field survey of the prevalence (Wave I) and incidence (Wave II) of mental disorders, and the patterns of health care and mental health care, in a geographically defined population, namely the residents of the eastern one-third of Baltimore City (Eaton et al, 1981) .
For the EBMHS a representative sample of households was identified through a probability sampling plan, and all members of these households aged 18 or over were asked to participate in a lengthy structured interview containing the NIMH Diagnostic Interview Schedule (DIS). To screen for cognitive deterioration, the Mini-Mental State Examination (Folstein et a!, 1975) was also included in the household interview, which was completed by 3481 people. Every individual who scored poorly on the Mini-Mental State Examination or who responded in a particular (pre specified) way to one or more key questions on the DIS (thus indicating possible mental disorder or cognitive deterioration) was offered an examination by a research psychiatrist. In addition, a randomly selected 17% of those who gave no such response suggestive of mental disorder or cognitive deterioration were invited to participate in either the Standardized Psychiatric Examination of Romanoski & Chahal (1981, unpublished) with cognitive impairment for reports of their day-to-day affairs. However, some subjects served as their own informants: these people were either so isolated that no other individual knew the intricacies of their daily lives, or they were very concerned with privacy and did not want anyone to talk to an interviewer about them. There were 48 such cases. The interview was of the non-schedule standardised type (Richardson et a!, 1965) , and averaged about 90 minutes in duration.
The Social Breakdown Syndrome
One of the principal questions we wished to answer for each subject in the Helping Study (with reference to a long list of activities necessary for living in the community) was:
â€oe¿ During the seven days prior to the interview, what did the subject do for him/herself?â€• The standard interview used with the informant to obtain an answer to this question is firmly rooted in the original work on the Social Breakdown Syndrome (Gruenberg et a!, 1966) . The Social Breakdown Syndrome (SBS) is characterised by a failure of social and personal care. It is thought to occur independently of specific psychiatric diagnoses (American Public Health Association, 1961) and is observed in a wide variety of illnesses and conditions. In fact, the SBS corresponds closely to the concept of â€˜¿ disability' employed by the World Health Organization:
In the context of health experience, a disability is any restriction or lack (resulting from an impairment) of ability to perform an activity in the manner or within the range considered normal for a human being . . Disability is concerned with abilities, in the form of composite activities and behaviours, that are generally accepted as essential components of everyday life. Examples include disturbances in behaving in an appropriate manner, in personal care (such as excretory control and the ability to wash and feed oneself), in the performance of other activities of daily living, and in locomotor activities (such as the ability to walk). (World Health Organization, 1980) The SBS has two dimensions: functional level (FL) and troublesome behaviour (TB) (Gruenberg et al, 1966) . The functional level is defined on the basis of useful contributions of work around the house or yard, productive hobbies, recreation, reading or writing, and being able to be left alone. Subjects' behaviour was classed as troublesome if they required physical restraint; or needed assistance to eat, or to get in and out of bed; if they were incontinent or used a bedpan; if they attacked other people or made threats towards them; if they harmed themselves; or if they were mute or refused to speak. The Appendix describes in detail our classification of functional levels and degrees of troublesome behaviour.
The Helping Study data record was constructed on the general pattern of that used in the original work on SBS, but it was not an exact replica; e.g. it did not incorporate specific durations for the behaviour reported. The original SBSanalysisrevealedthat peoplewererarely left alone for very short periods, so the SBS criteria for â€oe¿ was S left alone?â€• required that the subject was left alone for at least three hours. Thus the Helping Study data-recording procedures necessitated assuming that, if the subject was left alone, he or she was left alone for at least three hours.
Subjects
In summary: 228 individuals were invited to participate in the Helping Study, and an interview with the subject or an informant was obtained for 202 subjects. This sample differed from the general population aged 65 or more in Eastern Baltimore (n = 277 751) in terms of sex-, colour and age-distribution; but knowing the response rate in each demographic sub-group (Table I) allowed us to weight the data from the sample to make it representative. Our sample also contained a disproportionate excess of individuals with a diagnosed mental disorder, due to our selection procedure, and we also weighted to compensate for this effect. Thus each of our subjects effectively represented a known but Age is an important factor in the prevalence of Social Breakdown Syndrome and dementia. The estimated preva lence in different age-groups of SBS with and without dementia is shown in Table V . The prevalence of severe SBS is highest (41Â°lo) among those aged 85 or over. Severe SBS combined with dementia is also most frequent in the oldest age-group. However, the prevalence of severe SBS without dementia does not appear to increase dramatically with age.
Moderate 585 is most common in the 65â€"74age-group, in which it is rarely associated with dementia. In fact, only a small fraction of the total burden of SBS in the community is associated with dementing disorders except
intheveryold(85and over).
It is not surprising that dementia occurs without SBS in some cases, even among the oldest. This cross-sectional picture may capture developmentally differing stages of the condition.
Table V also displays the prevalence among males and females, white and non-white, of Social Breakdown Syndromewith and without dementia, and revealsextra ordinary differences between sub-groups. Severe SBS is almost three times as common among non-white males as among white males, but this dissimilarity is not observed unique number of individualsin the general population, allowing us to estimate the prevalence of psychiatric disorders and of the Social Breakdown Syndrome in the elderly population of the community.
Results
As Table II shows, our sample of 202 subjects was 42% maleand 58% female(not importantlydifferent from the estimated population). Non-whites accounted for 35% of the sample compared with 17.5% of the general population.
An examination of the age-distribution of the study sample compared with our estimates of the population did not reveal marked differences (Table II) , but very few subjects over the age of 85 participated in any phase of the EBMHS, thereby limiting the statistical reliability of results.
However, no better data have yet been published.
Each of the 202 subjects was assigned to one of three diagnosticcategories(dementia/other mentaldisorder/no mental disorder) on the basis of information from the clinical reappraisal, except when he/she underwent a medical examination for the differential diagnosis of a dementia (suspected at clinical reappraisal), when the resulting diagnosis was used. Subjects with both dementia and another mental disorder were assigned to the â€˜¿ dementia' best presently available on the specific issues considered.
One of the striking findings in this cross-sectional study was that we found no examples of Social Breakdown Syndrome at its extreme (a combination of low functional level and very troublesome behaviour). There are several possible explanations: 1. Disability of such extremes may not be tolerated by helping networks in the community 2. Disability of such extremes may occur very infrequently in the community; it may be, in fact, primarily the product of institutional settings 3. The subjects with the most limited and trouble some behaviour may have dropped out before referral to The Helping Study, or refused to cooperate 4. Our informants may have failed to report the actual extent of the most embarrassing and disagreeable behaviour of their loved ones.
It is likely that each explanation is partially correct.
For example, the interviewers and the first author contacted and attempted to enlist into the study a particular married couple: on the basis of a brief meeting and a visual inspection of their living
TABLE VI
Estimated prevalence of physical health problems among the elderly population with different degrees of the Social
BreakdownSyndrome among females. Moderate SBS is far more common in white males than in white females. While almost two-thirds of white females in the estimated population display neither SBS nor dementia, only one-third of the non-white males are free of both conditions. However, since white females comprise an estimated 51 @1o of the population and non-white males only 8'lo, the former group imposes the largest absolute burden on society in terms of SBS.
Diagnoses of mental disorder diagnoses and levels of Social Breakdown Syndrome were compared with the number of physical health problems reported by the informants. The inquiry about physicalhealth was based on a short list of ifinesses and conditions, including cancer, heart disease, high blood pressure, stroke and diabetes: Table VI should therefore be viewed with great caution because of the restricted list of health problems, the use of informants for such an inquiry, and the absence of any examination of the subject. We estimate that the majority of the population have one or more physical health problems.
Discussion
Although this study is unique in being population based and using a standardised psychiatric examination, it must be re-emphasised that the sample is small. However, these data are the Both advanced age and physical health problems appear to be associated with SBS, but it seems quite possible that it is not age per se that is important in SBS but that age is a proxy variable for some unknown underlying diseases or conditions. Itappears paradoxical that30% of thosewith severe SBS had no physical health problems. This groupmay havebeencomprised of persons with dementia orother mental disorders. Alternatively, this finding may beanartefact ofourquestions and methodsand may in factbe misleading: other authors (Clark & Mankikar,1975; Macmillan& Shaw,1966) havenotedthat medical problems are frequent andimportant inself-care failures byelderly people. The HelpingStudywas not designed to collect detailed information about the role of physical health problems in the Social Breakdown Syndrome.
The differences in prevalence of moderate and severe SBS in whites and non-whites, males and females, are, at first glance, impressive. Non-white males appear to be most affected by SBS. However, these rates are estimates compiled from reports by informants; furthermore, family structures andliving arrangements may explain part of the observed variations. For instance, older non-white men may tend to remain in the community rather than go into care because of the availability of extended family or protective living arrangements; alternatively, the barriers toadmission tolong-term care facilities may beslightly different forthevarious sex/colour sub groups. Longitudinal follow-up studies and investiga tion of the frequency of SBS in patients admitted to long-term-care facilities are required to assist in unravelling the meaning of the observed differences in prevalence between sub-groups.
Conclusions
There have been many reports by clinical investi gators of the enormous burden on families who care for the demented elderly. The implication has been that much of the community burden of care is attributable to dementing disorders. What has been demonstrated in this study is that most of the functional limitations and troublesome behaviour of elderly people in the community are unrelated to mental disorders. Analysis of Wave II of the Helping Study (12-month incidence data) may reveal other risk factors for the development, progression and resolution of the Social Breakdown Syndrome.
Nonetheless, persons with dementing disorders contribute disproportionately to the community burden of disability, demonstrating the epidemio logical principle that observations in clinical settings may represent only the tip of an iceberg of unknown shape and size. This is a point that those delivering services to families of the elderly or planning services for the elderly should heed.
